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Abstract
Background: Veterans with history of deployment in the Global War on Terror face significant and ongoing challenges with
high prevalences of adverse psychological, physical, spiritual, and family impacts. Together, these challenges contribute to an
emerging public health crisis likely to extend well into the future. Innovative approaches are needed that reach veterans and their
family members with strategies they can employ over time in their daily lives to promote improved adjustment and well-being.
Objective: The objective of this study was to evaluate effects of use of a Web-based, self-directed program of instruction in
mind- and body-based wellness skills to be employed by Global War on Terror veterans and their significant relationship partners
on mental health and wellness outcomes associated with postdeployment readjustment.
Methods: We recruited 160 veteran-partner dyads in 4 regions of the United States (San Diego, CA; Dallas, TX; Fayetteville,
NC; and New York, NY) through publicity by the Iraq and Afghanistan Veterans of America to its membership. Dyads were
randomly allocated to 1 of 4 study arms: Mission Reconnect (MR) program alone, MR plus the Prevention and Relationship
Enhancement Program (PREP) for Strong Bonds weekend program for military couples, PREP alone, and waitlist control. We
administered a battery of standardized and investigator-generated instruments assessing mental health outcomes at baseline, 8
weeks, and 16 weeks. Dyads in the MR arms were provided Web-based and mobile app video and audio instruction in a set of
mindfulness-related stress reduction and contemplative practices, as well as partner massage for reciprocal use. All participants
provided weekly reports on frequency and duration of self-care practices for the first 8 weeks, and at 16 weeks.
Results: During the first 8-week reporting period, veterans and partners assigned to MR arms used some aspect of the program
a mean of 20 times per week, totaling nearly 2.5 hours per week, with only modest declines in use at 16 weeks. Significant
improvements were seen at 8 and 16 weeks in measures of posttraumatic stress disorder, depression, sleep quality, perceived
stress, resilience, self-compassion, and pain for participants assigned to MR arms. In addition, significant reductions in self-reported
levels of pain, tension, irritability, anxiety, and depression were associated with use of partner massage.
Conclusions: Both veterans and partners were able to learn and make sustained use of a range of wellness practices taught in
the MR program. Home-based, self-directed interventions may be of particular service to veterans who are distant from, averse
to, or prohibited by schedule from using professional services. Leveraging the partner relationship may enhance sustained use of
self-directed interventions for this population. Use of the MR program appears to be an accessible, low-cost approach that supports
well-being and reduces multiple symptoms among post-9/11 veterans and their partners.
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Introduction
Since 2001, roughly 2.3 million US military personnel have
been deployed to the Global War on Terror, many more than
once. These veterans have displayed high rates of comorbidity
of chronic pain, posttraumatic stress disorder (PTSD), mild
traumatic brain injury, and other conditions, creating an urgent
need for innovative, accessible interventions and multimodal
treatment approaches [1,2]. PTSD rates are estimated at ≤30%
[3]. A review of 29 studies found “prevalence rates of adult men
and women previously deployed ranging from 5% to 20% for
those who do not seek treatment and around 50% for those who
do seek treatment” [4].
In addition, up to 81.5% of Global War on Terror veterans have
acute or chronic pain [5-7]. In fact, many veterans live with
complex pain resulting from multiple physical injuries, the pain
from which may be exacerbated by high rates of emotional
distress and mental problems resulting from traumatic brain
injury [8]. Suicidality also remains a concern. A recent analysis
of the military suicide prevention provisions mandated by a
presidential executive order in 2012 concludes they have not
been fully and effectively implemented and the goal of reducing
military suicide “remains elusive” [9].
Postdeployment screening has suggested that many returning
veterans may have problems that warrant treatment, but the
majority may not receive treatment [10,11]. The RAND Center
for Military Health Policy Research found that barriers deterring
veterans from seeking help include concerns about negative
career repercussions, belief that treatment won’t be effective,
the prospect of long wait times, limited availability of providers,
and the potential side effects of medications. They concluded
that continued research is needed to develop more effective
treatment options [12]. Together, the complexity of many
veterans’ situations and the multiple interferences with receiving
treatment contribute to an emerging public health crisis that is
likely to extend well into the future [13].
While veterans face several risk factors for long-term mental
health problems, higher interpersonal support is protective [14].
The critical role of such support was recognized by a joint work
group of researchers from the US National Institute of Mental
Health, the US Department of Veterans Affairs (VA), and the
US Department of Defense (DoD) that singled out
couple-focused interventions as among the needed directions
for new research [15]. Indeed, significant attention has been
focused on the impact of deployment on the spouse, as 55% of
returning soldiers are married [16]. Evidence indicates that
spouses may experience greater levels of emotional stress than
soldiers, with soldiers’ combat exposure reflected in higher
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spousal stress levels [17]. A review of 14 studies found that
longer deployments, deployment extensions, and PTSD in
military personnel were associated with psychological problems
for the spouse [18]. Finally, there is evidence that the stresses
of deployment may adversely affect marital satisfaction in
military couples well after a return [19]. Thus, for a primary
relationship to serve the much-needed support function for
veterans, the impact of deployment on the veteran, the partner,
and the relationship all need to be recognized and addressed.
The DoD’s most widely used effort to engage the relationship
dyad in reintegration has been the Prevention and Relationship
Enhancement Program (PREP) for Strong Bonds (PREP Inc,
Greenwood Village, CO, USA), a standardized program
administered by military chaplains [20]. However, due to limited
resources, the Strong Bonds program has the modest goal to
target only 18% of postdeployment Army personnel and their
families (Chaplain (Maj) J Bartels, Strong Bonds Program
Operations Manager, Chaplaincy Headquarters, US Department
of the Army, oral communication, June 8, 2016). Additional
smaller efforts exist, such as Families OverComing Under Stress
[21], and most recently the VA system has begun offering the
Warrior to Soulmate program at a few VA hospitals [22].
Unfortunately, such programs have inherent barriers limiting
their reach into the full population in need. These include
geographic distance, required time away from work and
children, a group-based experience, which is aversive to some,
and the requirement of qualified professional leadership, which
is costly and not always readily available.
Alternative approaches are needed that are both accessible and
acceptable to veterans and their partners, to help mitigate the
long-term impacts of deployment on their well-being and
relationship stability. One such approach is the use of
Internet-based multimedia instruction in both individual and
collaborative self-care strategies. This paper reports the results
of a study of an integrated program of mind- and body-based
therapies delivered in multimedia format by the Internet and
mobile app. Entitled Mission Reconnect (MR), the program
was designed as a dyadic intervention for post-9/11 veterans
and their partners to use individually and together, teaching
selected self-care strategies aimed at addressing short- and
long-term impacts of deployment and promoting well-being.
A phase I feasibility study of MR found high compliance and
significant improvements in measures of perceived stress,
depression, PTSD, and self-compassion for both members of
the dyad. In addition, significant reductions were reported in
pain, tension, irritability, anxiety, and depression for veterans
following partner-delivered massage [23]. These results
indicated that meaningful improvements in well-being are
possible with this form of intervention. The objective of this
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subsequent study is to evaluate effects of use of MR on mental
health outcomes associated with postdeployment readjustment
in a randomized controlled trial with an active comparator
(ClinicalTrials trial registration number NCT01680419).

Methods
The MR Program
The MR program is grounded in the biopsychosocial model of
health [24]. Just as the risks and threats to well-being in the
target population are multidimensional and affect multiple
systems (psychological, social, spiritual and physical),
multidimensional intervention addressing these multiple systems
simultaneously may be beneficial. VA staff treating this
comorbid population have coined the term postdeployment
multisymptom disorder and noted that treatments focusing on
only a single condition or symptom produce “suboptimal
outcomes” [25]. Thus, we composed an integrated program of
practices supporting psychological (PTSD, stress, depression,
resilience, self-compassion), social (mutual support, relationship
satisfaction, collaborative participation, compassion), and
physical outcomes (physical pain, tension, sleep quality).
The specific methods used are grounded in the evidence bases
of mindfulness-based therapies [26,27], massage therapy
[28,29], positive emotions [30-32], and caregiver education
[33,34]. MR is designed for autonomous, self-directed use
without dependence on professional instruction. This makes it
a resource for users not accessing formal services, whether due
to geographic obstacles, lack of suitable services, or personal
preference. It is not designed as a substitute for formal clinical
services but can be used to complement or enhance them.
The program delivers the instruction by techniques grouped
into three categories— connecting with yourself, connecting
with quiet, and connecting with your partner —together
comprising the 11 individual activities described in Table 1.
Instruction is provided via videos, guided audio exercises, and
written materials, all accessible on the program website [35]
and mobile device apps (iOS, Android, and Windows Phone
versions). The study website was a static design but has been a
made responsive design since completion of the study. The
information offered on the website and the mobile app is
redundant except for the print materials (see the Supporting
Materials subsection below), which can be downloaded from
the website only.
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Video Content
We obtained instructional footage by filming 2 workshops
teaching MR to 11 Iraq and Afghanistan veterans and their
partners. The Program Overview video (54 minutes) introduces
the program and provides instructional sequences for the
individual exercises, accompanied by commentary and
discussion by workshop participants and Dr Wayne Jonas, a
former military physician and expert in the field of integrative
health care. Footage of massage instruction, also with veterans
and partners, is presented in the program’s Massage Instruction
video (37 minutes). A Massage Video Supplement (3 minutes)
addresses logistics of using home furniture. The video menu,
as participants saw it, can be viewed in Figure 1.

Audio Content
The 9 audio exercises range in length from 1 to 22 minutes.
Users are encouraged to listen, learn the practices, and then use
each technique with or without guided instruction as they wish.
As Figure 2 indicates, users could also view reasons why to use
each practice. Clicking on Why for any practice would produce
3 to 5 brief statements, based on research, indicating potential
benefit from that practice. For instance, for centering, they
would see “Helps calm and relax the mind and body;” “Helps
you feel grounded and present;” “Helps you be less reactive to
thoughts and feelings;” “Gives you more choice about how to
respond to events and feelings;” and “Helps you feel peaceful
more easily.”

Supporting Materials
A massage instruction booklet and a 1-page illustrated massage
reminder handout are downloadable from the website [35]. A
What if? feature on the website and the app enables users to
access advice on how to apply program techniques in specific
challenging situations such as problems with sleep, focus, and
concentration. Clicking on any of the arrows next to a What If?
topic, as seen in Figure 3, would open to a page displaying both
written suggestions and active audio links. Users can submit
questions through the What if? interface or suggest future
content to enhance the program. Optional Audios include the
guided audio exercises using the alternative gender voice to that
used in the main program (see Multimedia Appendix 1 for a
video introduction to MR offering an overview of the elements
of the program).
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Table 1. Content of the Mission Reconnect Program.
Component

Description

Run time

Media

Program overview

Introduction to the structure and components of the
program; instructional sequences; motivational interviews with experts and participants.

54:29

Video

Connecting with yourself
Morning gratitude

A brief practice of starting each day with a moment of 2:49
spoken gratitude to encourage positive mood, empathy,
forgiveness, focus, and sleep quality.

Audio

Mirror greeting

A brief practice of greeting oneself in a mirror with
positive self-regard to encourage self-confidence and
resilience, and to decrease tension.

1:18

Audio

Loosening and relaxing

A brief practice of standing and rhythmically moving
to relax, release physical tension, bring awareness into
the body, and feel happier.

5:50

Video & audio

Waking up the body

A brief practice of rhythmically patting and stimulating 9:26
meridians to increase energy and blood flow, and one’s
sense of aliveness.

Video & audio

Reset and refresh

Evoking a series of yawns to release tension, interrupt 2:42
stressful patterns of thought or feeling, prompt oxytocin
production, and return attention to the present moment.

Video & audio

Centering

A guided exercise of basic mindfulness instruction focused on using the breath as an anchor to the present
moment and to reduce reactivity.

9:41

Video & audio

Movement into stillness

A brief practice of gentle swaying movement to bring 4:08
body and mind into alignment in the present moment.
Effects are similar to centering; method is ideal for those
who cannot sit still.

Video & audio

Deep relaxation

A guided exercise lying down or sitting and combining 23:12
aspects of traditional progressive relaxation and yoga
nidra meditation, for sleep enhancement and relaxation.

Video & audio

Connecting with quiet

Connecting with your partner
Seeing each other

A guided contemplative exercise focused on eliciting
appreciation, compassion, and forgiveness for one’s
partner and oneself, done alone or together.

Giving massage

Practicing being present with one’s partner by providing 37:35 main, 3:00 supplement,
comfort and relaxation through simple massage techbooklet 34 pp, reminder handout 2 pp.
niques, and by receiving massage.

Receiving massage
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Video & audio

Video & print
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Figure 1. Mission Reconnect Video Menu.

Figure 2. Mission Reconnect Practice Menu.
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Figure 3. Mission Reconnect What If? Menu.

Aims and Hypotheses
Aim 1 was to evaluate the impact of MR on mental health
outcomes associated with postdeployment readjustment (primary
outcomes). Hypothesis 1 was that veterans and partners assigned
to MR would report significantly greater improvements in stress,
depression, PTSD symptoms, self-compassion, sleep quality,
resilience, social support, and relationship satisfaction compared
with those in the non-MR comparison groups.
Aim 2 was to evaluate program use and satisfaction among
participants in the MR program (secondary outcomes).
Hypothesis 2 was that participants assigned to MR would
comply with recommendations to use the nonmassage techniques
of the program weekly and would average 30 minutes per week
of nonmassage practice. Hypothesis 3 was that participants
assigned to MR would comply with recommendations to
exchange massages weekly and would receive an average of at
least one massage per week. Hypothesis 4 was that users of MR
receiving massage would report significant positive massage
effects.
Aim 3 was to collect exploratory data on change in pain levels
associated with the use of MR. There were no specific
hypotheses associated with this aim.
Aim 4 was to collect exploratory data on the presence of moral
injury. There were no specific hypotheses associated with this
aim.

Study Design
To evaluate outcomes of MR, we planned a 4-arm randomized
controlled trial using a standard-of-care comparator to evaluate
http://www.jmir.org/2016/9/e255/
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both comparative and additive effects over a 16-week period.
The comparator was the PREP for Strong Bonds program used
widely by the military for relationship enhancement and
postdeployment reintegration [36]. This is a standardized,
evidence-based program conducted during weekend residential
retreats with experiential exercises, facilitated by Army Chaplain
Corps-trained chaplains. The multidimensional program uses
methods from cognitive behavioral therapy and
communication-oriented marital enhancement programs
developed by Markman et al, Denver University Center for
Marital and Family Studies [37]. Thus, the 4 arms to be studied
were (1) MR alone, (2) MR+PREP, (3) PREP alone, and (3) a
waitlist control. Sample size was determined by power analysis
applied to the phase I feasibility data [23]. We planned a sample
of 160 dyads, with 40 dyads allocated to each arm.

Participants
Eligibility
Eligible applicants were veteran-partner dyads in which the
veteran had a history of deployment in a post-9/11 combat
operation. This includes what the US DoD has labeled Operation
Iraqi Freedom, Operation Enduring Freedom, and Operation
New Dawn. As proof of deployment, veterans typically provided
their Form DD214, a discharge or separation from service
document provided by the military that includes the veteran’s
military service record. This verification of deployment had to
be provided before random allocation. The partner could be a
spouse, life partner, fiancé or fiancée, girlfriend or boyfriend,
or in other significant relationship identified by the veteran as
fulfilling the role of “partner” for the purposes of mutual
support. While most dyads had partners with no military
J Med Internet Res 2016 | vol. 18 | iss. 9 | e255 | p. 6
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experience, some dual-veteran dyads also applied and were
accepted. No queries were made regarding prior use of
meditation or other complementary and alternative techniques.
Publicity and Recruitment
Iraq and Afghanistan Veterans of America provided publicity
for recruitment through their website, social media channels,
and geographically targeted emails to their membership
announcing the study [38]. To achieve geographic diversity,
we recruited study cohorts for all 4 study arms in each of 4
metropolitan areas: San Diego, CA; Dallas, TX; Fayetteville,
NC; and New York, NY, USA.
Application and Consent
The New England Independent Review Board (Needham, MA)
provided institutional review board oversight. Prospective
participants completed a Web-based application (PsychData,
State College, PA, USA), which included the consent form
(downloadable as a pdf file). Applicants gave electronic consent
by marking a box attesting they had read the consent form when
they submitted the application. Applicants were interviewed by
phone by a research assistant to determine candidacy—that is,
that the dyad met all the eligibility requirements and was
available for the planned meeting date in their city if they were
selected. Launch meetings were held in each city for each arm
(content is listed below in the Protocols subsection). All
meetings were held in hotel conference rooms, except in New
York, where the MR-only and waitlist meetings were held in a
conference room at the offices of Iraq and Afghanistan Veterans
of America, the organization that had helped in recruitment.
Random Allocation
From each city’s eligible candidate pool, we selected, based on
our ethnic and racial diversity criteria, 40 candidate dyads to
be randomly allocated to the 4 arms in that city (random
allocation was generated through Randomization.com [39]).
Candidates not selected were placed on an alternates list. After
random allocation and before any data collection, we notified
selected dyads of their assignment and required date of
attendance at a launch meeting to begin the study for their arm.
Those who declined or dropped out before the launch meeting
were replaced by a randomly selected dyad from that city’s
alternates list, to fill the vacated slot so as to preserve the
original randomization. If a city had insufficient candidates to
fill a slot, we moved the empty slot to its same arm in another
city and used the new city’s alternates list to randomly select a
dyad for the vacant slot, to satisfy the overall study
randomization plan of 40 dyads per arm (this was done twice).

Protocols
MR-Only
Dyads attended a 90-minute launch meeting designed to ensure
that they understood their responsibilities to the study, and the
logistics of both data collection and participant compensation.
Each MR-only launch meeting included all dyads in that city
that had been randomly allocated to the MR-only arm. The
investigators introduced themselves, attendees introduced
themselves, and the investigators went over the logistics of
participation. The 10-minute Introduction chapter of the Program
http://www.jmir.org/2016/9/e255/
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Overview video was shown followed by explanation of data
collection procedures materials. Participants’ responsibilities
were described, including trying all MR techniques at least once
during the first few weeks, sharing weekly massage with one’s
partner, and providing Web-based data through 8 weekly reports
and 3 surveys. Data collection procedures were explained, as
were the mechanics of compensation linked to data collection,
and each participant received a debit card that had been
preloaded with compensation for the baseline survey they had
completed prior to the launch meeting. The importance to the
study of the MR-only arm was explained, participants were
thanked for their willingness to participate in the study, and the
meeting was concluded. No actual instruction or practice took
place in the launch meeting. For the duration of the study, MR
dyads received a weekly e-newsletter from the investigators
focused on general reiteration of instructions and encouragement
to try all the practices.
MR+PREP
Dyads attended a standardized weekend residential PREP retreat
led by a PREP-trained army chaplain. A total of 3 chaplains
were used across the 4 cities. A teleconference among the
chaplains, investigators, and a trainer from PREP Inc
headquarters was conducted to establish fidelity with current
PREP content, and a standard program with 12 hours of content
was agreed upon before the study. PREP weekends lasted from
Friday evening to noon Sunday. Instruction focused on
communication and relationship building, problem solving,
stress and relaxation, intimacy, forgiveness, and commitment.
After lunch Sunday, the dyads attended an MR launch meeting
with the same protocol as described for the MR-only participants
above.
PREP-Only
Dyads attended a standardized PREP weekend as described
above. At the program’s conclusion, the chaplain (scripted by
the investigators to be the same as for waitlist participants,
described below) provided the launch meeting content for
non-MR participants. As with other arms, attendees were given
instructions for data collection on the project website for the
remainder of the study. The participants’ compensation was
explained and attendees received their debit cards that had been
preloaded with compensation for the baseline survey they had
completed prior to the PREP weekend. The importance of their
arm to the integrity and value of the study was explained, and
participants were thanked for their willingness to participate in
the study. Participants were instructed to continue their usual
behavior regarding self-care or wellness-related activity. At the
end of the study, they would be given access to the MR program.
Waitlist
Dyads attended a 90-minute launch meeting with the
investigators to receive their instructions for data collection on
the project website. As with other arms, they were introduced
to the purpose of the project, the design of the study, the
mechanism for their compensation, and the importance of the
waitlist control arm to the study. They were instructed to
continue with their usual behavior regarding self-care or
wellness-related activity. They were thanked for their
participation and given their debit cards preloaded with
J Med Internet Res 2016 | vol. 18 | iss. 9 | e255 | p. 7
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compensation for the baseline survey they had completed prior
to the meeting. At the end of the study, they would be given
access to the MR program.

Human Contact at Launch
We recognized in designing the study that the quantity of human
contact at launch for each arm was an important consideration;
hence, we planned to assure that the MR-only and waitlist arms
had an equal duration (90 minutes) of contact during launch.
The 2 PREP arms of course received a full weekend intervention
in person to allow the comparisons between self-directed and
in-person intervention sought in the study. Between the 2 PREP
arms, there was some difference in total contact over the full
weekend, with the PREP-only group receiving less time
dedicated to launch information because there was no need for
the MR portion. We deemed this difference of negligible
importance given participants’ exposure to a full weekend of
contact; it proved most practical to incorporate their launch
content at the end of their workshop rather than making them
stay an extra 90 minutes.

Prompting
Each participant received email notifications of data collection
tasks due (weekly reports, surveys). A personal project calendar
on the website and app displayed her or his data collection due
dates (non-MR participants could not access intervention
content).

Data Collection
All data collection was Web based. The initial application was
submitted on PsychData.com, and surveys and weekly reports
during the study period were completed on the project website.
Survey Data
A survey package was administered 3 times: at baseline (T1,
prior to the launch meeting), at 8 weeks (T2), and at 16 weeks
(T3, end of study). We used the following standardized
instruments: the Perceived Stress Scale-10 item (PSS) [40],
Beck Depression Inventory (BDI) [41], PTSD Checklist-Civilian
version (PCL-C) [42], Self-Compassion Scale (SCStotal) [43],
Response to Stressful Experiences Scale (RSES) [44],
Multidimensional Scale of Perceived Social Support
(MSPSStotal) [45], Pittsburgh Sleep Quality Index (PSQItotal)
[46], and Revised Dyadic Adjustment Scale (RDAS) [47]. In
addition, 2 investigator-generated Likert-scaled (0–10 points)
questions asked respondents to rate their usual pain level over
the past week (PainUsual) and their best pain level over the past
week (PainBest).
Veterans were asked 5 investigator-generated items exploring
the concept of moral injury associated with military service.
The results of this exploratory moral injury inquiry are not
reported here, as addressing moral injury directly was not an
aim of the MR program. We will report those data in a
subsequent publication.
Weekly Reports
During the initial 8 weeks, all participants completed a
Web-based weekly report on their use of wellness activities as
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follows (see Multimedia Appendix 2 and 3 for weekly report
forms used by MR and non-MR participants).
For the MR arms, the weekly report recorded frequency and
duration of use of each MR program activity. In addition,
participants were to designate one 20-minute massage per week
as their massage reporting session, for which they completed a
massage session card (hard copies were provided at the launch
meeting). On the card, they rated symptoms of pain, tension,
being on edge or irritable, anxiety or worry, and depression, on
a 0–10 Likert scale, both before and again 15 minutes after the
massage (data on massage session effects). They were then to
upload the responses recorded on the card to their weekly report.
For participants in the non-MR arms, the weekly Web-based
report assessed the number and types of activities used during
the past week to (1) relax, reduce stress, or support general
well-being, (2) ease physical pain or tension, (3) support one’s
partner or strengthen the relationship, and (4) improve sleep
quality.
No weekly reports were collected during weeks 9–15 of the
study. In the final survey package (16 weeks), a weekly report
was included for the last week of activity.
Compensation
Each participant was given a debit card at their launch meeting
for payment for data collection. Cards were automatically funded
via the data collection website when reports and surveys were
submitted: US $40 after each survey and US $20 after each
weekly report.

Statistical Methods
We used intent-to-treat analysis. For the survey data,
paired-sample t tests were performed for each pairwise contrast
of times T1 (baseline), T2 (8 weeks), and T3 (16 weeks).
Descriptive statistics were used to report the weekly report data
for MR arms and non-MR arms. Pre-post massage session
effects were evaluated using the Wilcoxon signed rank test for
each weekly pairwise contrast. In addition, Kendall tau-b was
evaluated across the 8-week set of samples of premassage
effects. The 4 study arms were compared with each other for
each of the survey outcomes at each time point using 2-sample
t tests. The MR and MR+PREP groups were combined to define
a common metric concerning frequency and duration of MR
activities. This metric was correlated to the survey data and
analyzed by Pearson correlation. Improvement in survey scores
at time T2 was also predicted from the frequency and use of
MR activities with Kendall tau-b. Linear discriminant analysis
was performed at baseline to investigate differences in survey
outcomes at T2 and T3 between the waitlist control and each
of the other 3 comparison groups.
We used a sequentially rejective Sidak Bonferroni-type multiple
comparisons procedure to ensure the desired experimentwise
type I error rate (P<.05). This procedure has been demonstrated
to more efficiently ensure the desired experimentwise P value
when compared with Dunn’s procedure [48].
For dual-veteran couples, we performed subanalyses for veterans
as a class and nonveteran partners as a class. In dyads where
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both members met the criteria for veteran, we included both in
analyses of veteran data, and not in partner data.

Results
Sample
A total of 238 dyads (476 individuals) that met eligibility criteria
applied and were assessed for candidacy for 160 slots. This
process included submission of a copy of a DD214 form or
other official military document that verified their deployment

Kahn et al
status. Figure 4 shows the reasons prompting exclusion from
selection and the flow of participants through the project (see
Multimedia Appendix 4 [49] for the CONSORT eHealth
checklist). All 320 participants completed their baseline surveys,
with 313 completing the 8-week follow-up and 311 also
completing the 16-week follow-up. Within the sample of 160
dyads were 21 dyads in which both members were veterans.
Thus, the sample comprised 181 veterans and 139 nonveteran
partners (hence the differences in numbers in the tables below
separately reporting veteran and partner outcomes).

Figure 4. CONSORT Flow Diagram.

Demographics
Most dyads (151/160, 94.4%) were married or living together
as life partners. Mean relationship duration was 7.2 years with
a range of 1–32 years. The sample included 3 same-sex couples
and 21 couples in which both members met the study “veteran”
criteria. As Multimedia Appendix 5 indicates, over half of the
participants identified as white, followed by Hispanic, African
American, Asian, Native American, and Hawaiian/Pacific
Islander. Regarding education, just over 10% of the sample had
a high school diploma/general equivalency diploma or less; the
largest group had attended some college or trade school; others
had completed an Associate or other 2-year degree. The
http://www.jmir.org/2016/9/e255/
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remainder had completed a Bachelor degree or more, with a
noticeable number of participants having either received a
graduate degree or completed some graduate work. The vast
majority of veterans were male (147/181, 81.2%) and the vast
majority of partners (129/139, 92.8%) were female.

Service History
The majority of veterans in this study served in the Army
(102/181, 56.4%), followed by the Marine Corps (43/181,
23.8%), the Navy (23/181, 12.7%), and the Air Force (13/181,
7.2%). At the time the study launched, the bulk of veterans had
retired or separated from the service (123/181, 68.0%) and the
remainder were still serving (58/181, 32.0%). On average, these
J Med Internet Res 2016 | vol. 18 | iss. 9 | e255 | p. 9
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veterans had served 2 deployments. The most frequent year of
first deployment was 2005, and of last return, 2008.

Fidelity (Use of MR)
There were no absolute requirements for use of MR practices
other than to both give and receive one 20-minute massage per
week for the first 8 weeks. We wanted participants in the MR
arms to use the range of nonmassage techniques offered in the
way they felt was most efficacious for them, knowing that this
could vary widely. We were interested to learn which practices
participants chose to use most frequently. Thus, we requested
that all participants in both MR arms try every practice at least
once early on, then use whatever practices they felt helped them
most, as often as they wished.
With a complex and self-directed program such as MR, use, or
fidelity, is a critical question. If we build it, will they use it?
And will those who use it more derive more benefit? With these
questions in mind, we tracked use through their weekly reports.
As Table 2 indicates, during weeks 1–8, on average veterans
and partners used some aspect of MR 20 times per week, totaling
nearly 2.5 hours per week. With an average of more than 17
“uses” of nonmassage practices per week by both veterans and
partners, and an average of 1.4 massages per week received by
both veterans and partners, the usage data met and surpassed
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our hypothesized use of the program (hypotheses 2 and 3). The
most frequently used practice cluster was connecting with
yourself, with morning gratitude being most popular, followed
by the mirror greeting. Since this entire cluster involves
relatively brief practices, frequency does not correlate with most
time spent. Nearly twice as much time was spent in connecting
with quiet and even more than that in connecting with your
partner. The 2 massages each averaged roughly 20 minutes and
the contemplative exercise of seeing each other with fresh eyes
averaged nearly 15 minutes. The large standard deviations in
this table indicate widely differing usage patterns. Cumulative
totals for each cluster indicate that both veterans and partners
spent over half the MR time per week in exercises to enhance
connection with their partner. (See Multimedia Appendix 6 for
MR usage reports for weeks 2, 8, and 16.)
Weeks 9–16 required no weekly reports, but the final survey at
T3 included the weekly report questions answered just for week
16, to collect data on any longitudinal pattern changes.
Frequency of activity use had decreased somewhat in all 3 MR
clusters for veterans, as had time spent, shrinking a bit, yet still
remaining above 90 minutes of weekly use on average. Partners,
on the other hand, increased their mean total time per week by
over 10 minutes, due entirely to increased use of the connecting
with yourself and connecting with quiet practices.

Table 2. Weekly Mission Reconnect use over the 8-week monitoring period (n=79 dyads of veterans and their partners).
Component

Veterans (692 reports)

Partners (559 reports)

Frequency,

Minutes,

Frequency,

Minutes,

mean (SD)

mean (SD)

mean (SD)

mean (SD)

Loosening and relaxing

1.9 (1.9)

12.8 (23.3)

1.8 (2.2)

11.8 (19.9)

Waking up the body

1.9 (2.1)

12.0 (23.5)

1.7 (2.2)

12.3 (25.6)

Reset and refresh

2.2 (3.1)

N/Aa

2.6 (3.4)

N/A

Morning gratitude

2.6 (2.2)

N/A

3.1 (2.4)

N/A

Mirror greeting

2.5 (2.9)

N/A

2.5 (2.5)

N/A

Cumulative subtotals

11.1 (9.6)

24.8 (44.8)

11.7 (10.2)

24.2 (43.6)

Centering

2.1 (2.3)

16.3 (27.1)

2.3 (2.8)

17.7 (27.4)

Movement into stillness

1.3 (1.6)

8.5 (15.5)

1.3 (2.1)

11.7 (26.6)

Deep relaxation

1.7 (1.9)

22.5 (39.0)

1.5 (2.1)

17.3 (30.1)

Cumulative subtotals

5.0 (4.9)

47.3 (65.7)

5.2 (6.0)

46.7 (76.1)

Seeing each other

1.2 (1.7)

14.1 (35.0)

1.4 (2.0)

15.8 (34.4)

Giving massage to your partner

1.4 (1.8)

29.0 (38.3)

1.4 (2.3)

29.0 (88.5)

Receiving massage from your partner

1.4 (1.8)

23.9 (53.6)

1.4 (2.3)

28.8 (88.3)

Cumulative subtotals

4.1 (4.4)

72.5 (103.3)

4.0 (5.7)

73.2 (186.3)

20.2 (15.1)

144.6 (164.8)

20.5 (18.3)

142.2 (244.0)

Connecting with yourself

Connecting with quiet

Connecting with your partner

Totals for all activities
a

N/A: not applicable or not available. Since these practices take very little time, often less than one minute, we asked subjects to report frequency only,
not minutes spent.
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Non-MR Participants’ Wellness Strategies
Participants in the PREP-alone and waitlist arms employed a
range of techniques to help themselves relax and to support
their general well-being, ease pain or tension, support their
partner and strengthen their relationship, or improve their sleep.
These included prescription and nonprescription drugs, sex,
meditation, exercise, baths, yoga, and reading. Both veterans
and partners reported most frequently engaging in activities for
relaxation or well-being, followed by support for the relationship
or partner, and easing pain or tension, and least frequently for
improving sleep. Veterans averaged 3.6 total activities per week
and partners 3.9 (see Multimedia Appendix 7 for a description
of activities reported).

Survey Data: Veterans
While we assigned 40 dyads to each arm, for dual-veteran dyads
we analyzed both participants as veterans, leading to sample
sizes larger than 40. Table 3 presents veterans’ scores by arm
at all 3 testing points. Baseline differences between arms were
few and relatively modest except a PainBest difference between
arms 1 and 3. P values shown reflect significant differences for
T2 and T3 relative to baseline scores.
The most striking differences were between the MR-only and
waitlist control arms. The MR-only veterans had improvements
at 8 weeks in a broad array of mental health dimensions, indeed,
everything other than pain scores, dyadic adjustment scores,
and perceived social support. All improvements were sustained
at 16 weeks with the exception of sleep improvement

http://www.jmir.org/2016/9/e255/

XSL• FO
RenderX

Kahn et al
(PSQItotal). Perceived ability to respond to stressful events
(RSES) had further improved.
The PREP-only veterans (arm 3) showed a modest gain in three
important dimensions at T2 (PSS, BDI, and PCL-C), which
became stronger by T3. The MR+PREP arm was included to
see whether there would be added value by combining the
programs. These results indicate that adding MR to PREP
produces improvement in more domains than PREP alone
(adding improvements in self-compassion and capacity to
respond to stress). However, the combination yielded a lower
magnitude of improvement in those arenas than resulted from
MR alone. Thus, aim 1, our hypothesis that veterans and partners
assigned to MR would report significantly greater improvements
in a wide range of mental health outcomes, was partially met
in that veterans in the MR-only arm reported significant
improvements for a broader array of mental health outcomes
than veterans in the other arms.

PTSD Subanalysis
The data indicate significant reductions, of varying degrees, in
PCL-C scores for veterans in all 3 intervention arms. To assess
outcomes for veterans entering with high levels of PTSD, we
additionally analyzed those with baseline scores ≥50, which is
commonly considered a clinical diagnostic criterion. This subset
included 53/181 (29.3%) veterans in the sample. As seen in
Table 4, high scorers in the MR-only arm had clinically
significant reductions, dropping them to below the diagnostic
threshold at both follow-ups. Their peers in the MR+PREP and
PREP-alone arms also showed significant reductions, though
of lesser magnitude.
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Table 3. Veterans’ within-group changes from baseline to 8- and 16-week follow-ups (paired t tests).
Scale

Arm 1: MRa
n

Mean (SD)

Arm 2: MR+PREPb
P

n

Mean (SD)

value

Arm 3: PREP
P

n

Mean (SD)

value

Arm 4: waitlist
P

n

Mean (SD)

value

P
value

Baseline (T1)
PSSc

45

20.0 (6.7)

44

19.2 (6.3)

43

21.1 (6.4)

48

20.5 (6.5)

BDId

45

14.5 (10.8)

44

16.1 (12.5)

43

19.5 (12.0)

48

16.8 (12.7)

PCL-Ce

45

38.4 (16.5)

44

41.7 (18.3)

43

42.1 (16.1)

48

41.1 (15.8)

SCStotalf

45

73.9 (20.8)

44

72.6 (21.9)

44

73.2 (22.0

48

72.3 (18.8)

RSESg

45

57.8 (14.1)

44

55.3 (19.7)

44

50.9 (20.5)

48

54.7 (15.3)

MSPSStotalh

45

60.2 (18.3)

44

62.1 (15.2)

44

59.8 (17.1)

48

62.2 (15.6)

PSQItotali

45

9.2 (4.2)

44

11.2 (4.4)

44

10.7 (4.0)

48

10.5 (4.1)

RDASj

45

46.1 (10.2)

44

47.0 (9.6)

44

42.7 (11.5)

48

43.1 (9.9)

PainUsualk

45

3.1 (2.6)

44

4.5 (2.7)

44

4.5 (2.9)

48

4.2 (2.6)

PainBestl

45

1.6 (1.8)

44

2.5 (2.3)

44

2.7 (2.1)

48

2.1 (2.0)

PSS

44

15.5 (7.2)

.0001* 42

16.2 (7.3)

.007

43

19.2(6.6)

.03

47

18.4 (7.2)

.002*

BDI

43

9.4 (12.3)

.0004* 42

10.9 (10.5)

.002*

40

14.8 (12.4)

.004*

45

15.0 (13.1)

.43

PCL-C

44

32.3 (15.8)

.0002* 42

35.0 (16.2)

.006

42

37.9 (16.7)

.02

48

39.6 (15.8)

.15

SCStotal

44

85.6 (22.5)

.0001* 43

77.5 (18.8)

.09

39

77.2 (21.3)

.37

45

74.8 (18.4)

.32

RSES

44

64.6 (15.6)

.002*

43

57.7 (18.7)

.31

42

53.0 (22.3)

.43

47

55.1 (16.6)

.57

MSPSStotal

43

62.5 (17.7)

.44

42

65.9 (14.4)

.17

42

61.0 (17.0)

.64

47

61.9 (15.7)

.77

PSQItotal

44

7.6 (4.1)

.003*

42

10.2 (4.7)

.07

42

10.8 (4.3)

.62

48

10.0 (4.5)

.25

RDAS

43

47.1 (11.0)

.64

40

50.7 (9.8)

.03

42

42.8 (11.9)

.98

46

43.0 (10.5)

.56

PainUsual

44

3.4 (2.8)

.56

43

4.0 (2.8)

.25

41

4.0 (2.7)

.25

48

4.2 (2.6)

.95

PainBest

44

1.8 (2.3)

.55

43

2.3 (2.2)

.72

41

2.2 (2.1)

.09

48

2.2 (2.0)

.57

PSS

44

15.0 (7.3)

.0001* 43

16.2 (7.8)

.009

42

18.2 (5.6)

.0001* 48

19.5 (7.2)

.27

BDI

44

8.7 (12.5)

.0003* 42

12.4 (14.7)

.04

41

13.9 (11.8)

.0009* 46

14.7 (13.1)

.99

PCL-C

44

31.3 (15.7)

.0002* 42

36.1 (18.7)

.01

42

35.1 (14.1)

.0004* 46

39.4 (17.3)

.77

SCStotal

43

87.7 (24.4)

.0001* 43

82.3 (2.2)

.004*

42

76.7 (22.3)

.12

47

73.4 (2.2)

.63

RSES

43

65.3 (17.6)

.0006* 42

62.0 (2.1)

.007

42

54.5 (18.0)

.06

48

56.4 (17.3)

.59

MSPSStotal

43

64.9 (16.9)

.08

43

63.0 (18.1)

.99

42

62.5 (15.2)

.32

47

62.0 (18.2)

.49

PSQItotal

44

8.2 (5.0)

.08

41

10.7 (4.8)

.45

41

10.0 (4.5)

.21

47

10.7 (4.5)

.635

RDAS

44

47.9 (1.9)

.21

39

49.6 (11.3)

.27

42

42.5 (11.6)

.67

46

43.9 (9.4)

.857

PainUsual

44

2.7 (2.4)

.11

42

4.3 (3.1)

.66

41

4.2 (3.0)

.44

46

4.5 (2.7)

.426

PainBest

44

1.4 (1.9)

.37

42

2.5 (2.5)

.47

41

2.6 (2.2)

.63

46

2.5 (2.3)

.362

8 weeks (T2)

16 weeks (T3)

a

MR: Mission Reconnect.

b

PREP: Prevention and Relationship Enhancement Program.

c

PSS: Perceived Stress Scale-10 item.

d

BDI: Beck Depression Inventory.

e

PCL-C: PTSD Checklist-Civilian version.
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f

SCStotal: Self-Compassion Scale.

g

RSES: Response to Stressful Experiences Scale.

h

MSPSStotal: Multidimensional Scale of Perceived Social Support.

i

PSQItotal: Pittsburgh Sleep Quality Index.

j

RDAS: Revised Dyadic Adjustment Scale.

k

PainUsual: rating of usual pain level over the past week.

l

PainBest: rating of best pain level over the past week.
*P<.05 after adjustment for experimentwise error rate (true P values before adjustment displayed).
Table 4. Changes at 8 (T2) and 16 weeks (T3) in PTSD Checklist-Civilian version (PCL-C) scores for veterans with baseline (T1) score ≥50 (paired
t tests)
Arm

n

T1 scores

T1 vs T2 scores

Mean (SD)

Mean

t

T1 vs T3 scores
df

change

a

P

Mean

value

change

t

df

P
value

MRa

12

61.2 (10.0)

–12.2

–4.6

11

.001*

–13.5

–3.9

11

.003*

MR+PREPb

14

63.9 (9.7)

–10.6

–2.2

13

.048

–5.6

–1.4

13

.18

PREP

13

62.8 (8.3)

–7.9

–2.3

12

.046*

–12.1

–3.5

12

.006*

Waitlist

14

60.6 (7.0)

–3.7

–1.9

13

.08

–1.2

–.5

13

.66

MR: Mission Reconnect.

b

PREP: Prevention and Relationship Enhancement Program.
*P<.05 after adjustment for experimentwise error rate (true P values before adjustment displayed).

Group Comparisons
Table 5 presents results of 2-sample t tests at 8 weeks, indicating
no significant differences between the 2 non-MR arms at that
point. However, there were some notable differences between
MR-only and each of the other arms, particularly regarding the
capacity to respond to stress and quality of sleep during the first
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8 weeks. Table 6 shows results at T3, indicating that contrasts
had strengthened, with more dimensions reaching significant
differences by 16 weeks. These tables indicate that the number
of mental health outcomes for which difference in magnitude
of improvement was significant for MR compared with the other
groups was limited and did not match our expectations as stated
in hypothesis 1.
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Table 5. Veterans’ between-group differences at 8 weeks (T2) (2-sample t tests).
Scale

a

Arm comparisons (P values)
MRa vs

MR vs

MR vs

MR+PREP vs

MR+PREP vs

PREP vs

MR+PREPb

PREP

waitlist

PREP

waitlist

waitlist

PSSc

.66

.02

.07

.05

.17

.56

BDId

.56

.054

.04

.13

.12

.92

PCL-Ce

.44

.12

.03

.43

.18

.61

SCStotalf

.07

.09

.02

.95

.49

.57

RSESg

.06

.007*

.006*

.30

.49

.62

MSPSStotalh

.34

.69

.87

.16

.22

.79

PSQItotali

.008*

.001*

.01*

.58

.82

.42

RDASj

.12

.09

.08

.002*

.001*

.94

PainUsualk

.31

.27

.16

.94

.74

.80

PainBestl

.35

.41

.32

.90

.99

.90

MR: Mission Reconnect.

b

PREP: Prevention and Relationship Enhancement Program.

c

PSS: Perceived Stress Scale-10 item.

d

BDI: Beck Depression Inventory.

e

PCL-C: PTSD Checklist-Civilian version.

f

SCStotal: Self-Compassion Scale.

g

RSES: Response to Stressful Experiences Scale.

h

MSPSStotal: Multidimensional Scale of Perceived Social Support.

i

PSQItotal: Pittsburgh Sleep Quality Index.

j

RDAS: Revised Dyadic Adjustment Scale.

k

PainUsual: rating of usual pain level over the past week.

l

PainBest: rating of best pain level over the past week.
*P<.05 after adjustment for experimentwise error rate (true P values before adjustment displayed).
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Table 6. Veterans’ between-group differences at 16 weeks (T3) (2-sample t tests).
Scale

a

Arm comparisons (P values)
MRa vs

MR vs

MR vs

MR+PREP vs

MR+PREP vs

PREP vs

MR+PREPb

PREP

waitlist

PREP

waitlist

waitlist

PSSc

.44

.03

.004*

.19

.04

.33

BDId

.22

.054

.03

.61

.43

.76

PCL-Ce

.20

.24

.02

.78

.40

.21

SCStotalf

.27

.03

.003*

.23

.04

.48

RSESg

.42

.006*

.02

.07

.16

.60

MSPSStotalh

.61

.49

.43

.90

.80

.89

PSQItotali

.02

.09

.01

.48

.99

.45

RDASj

.49

.03

.07

.007*

.01

.51

PainUsualk

.01*

.01

.002*

.89

.76

.64

PainBestl

.02

.008

.02

.87

.96

.82

MR: Mission Reconnect.

b

PREP: Prevention and Relationship Enhancement Program.

c

PSS: Perceived Stress Scale-10 item.

d

BDI: Beck Depression Inventory.

e

PCL-C: PTSD Checklist-Civilian version.

f

SCStotal: Self-Compassion Scale.

g

RSES: Response to Stressful Experiences Scale.

h

MSPSStotal: Multidimensional Scale of Perceived Social Support.

i

PSQItotal: Pittsburgh Sleep Quality Index.

j

RDAS: Revised Dyadic Adjustment Scale.

k

PainUsual: rating of usual pain level over the past week.

l

PainBest: rating of best pain level over the past week.
*P<.05 after adjustment for experimentwise error rate (true P values before adjustment displayed).

Survey Data: Partners
The 4 partner arms were also quite comparable at baseline
(Table 7). Differences were that arm 1 had higher perceived
stress than arm 4, and arm 3 differed from arms 2 and 4 on the
PainBest and PainUsual scores. However, partners differed from
veterans in terms of program outcomes.
Examining change within each arm from baseline to T2 and T3,
we see no significant changes for either of the non-MR arms.
The MR-only arm shows change in the same arenas for partners
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as for veterans, but a bit less powerfully at T2 and somewhat
diminished at T3. For MR+PREP, the changes for partners
strengthen from T2 to T3, which may reflect partners’ increased
use of the program in weeks 8–16, when veterans had decreased
both duration and frequency of use. Despite this within-group
change for the MR arms, there were no statistically significant
differences between the 4 arms as time progressed, other than
for pain.
Group differences for partners at T2 and T3 were not noteworthy
and are not reported here (available upon request).
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Table 7. Partners’ within-group changes from baseline to 8- and 16-week follow-ups (paired t tests), as measured by standardized instruments.
Scale

Arm 1: MRa
n

Mean (SD)

Arm 2: MR+PREPb
P

n

Mean (SD)

value

Arm 3: PREP
P

n

Mean (SD)

value

Arm 4: waitlist
P

n

Mean (SD)

value

P
value

Baseline (T1)
PSSc

35 20.2 (5.7)

36 18.3 (6.5)

36

17.5 (7.2)

32

17.0 (5.7)

BDId

35 13.6 (9.7)

36 13.3 (1.4)

36

10.9 (1.9)

32

9.9 (8.1)

PCL-Ce

35 33.7 (12.6)

36 33.4 (15.0)

36

29.2 (11.7)

32

29.1 (9.0)

SCStotalf

35 81.7 (18.5)

36 77.0 (2.5)

36

85.1 (23.1)

32

84.3 (16.4)

RSESg

35 62.9 (14.6)

36 59.0 (19.5)

36

63.0 (17.8)

32

62.8 (16.0)

MSPSStotalh

35 63.6 (15.2)

36 65.4 (18.2)

36

66.2 (13.7)

32

67.3 (11.3)

PSQItotali

35 9.1 (4.5)

36 9.0 (4.2)

36

7.8 (4.3)

32

8.0 (4.3)

RDASj

35 45.4 (12.5)

36 46.4 (11.7)

36

44.8 (1.5)

32

44.7 (8.7)

PainUsualk

35 2.9 (2.8)

36 3.9 (2.0)

36

2.5 (2.2)

32

3.4 (2.5)

PainBestl

35 1.4 (1.8)

36 1.8 (1.9)

36

.9 (1.2)

32

1.6 (1.7)

.02

35

16.2 (6.9)

.17

31

18.1 (5.8)

.27

8 Weeks (T2)
PSS

34 16.3 (6.2)

.004*

35 16.5 (7.0)

BDI

34 7.6 (9.9)

.0001* 35 10.0 (11.2)

.02

36

10.2 (11.1)

.70

31

10.3 (1.2)

.99

PCL-C

32 29.1 (12.7)

.0005* 33 30.7 (14.3)

.04

36

30.3 (14.5)

.67

32

29.6 (1.2)

.77

SCStotal

33 90.2 (19.6)

.01

33 83.5 (21.6)

.006

35

87.4 (22.3)

.25

31

84.7 (18.9)

.63

RSES

34 65.7 (13.7)

.35

35 61.2 (2.5)

.23

34

61.4 (19.0)

.65

32

61.7 (17.8)

.59

MSPSStotal

34 68.2 (12.7)

.01

33 65.4 (2.6)

.96

36

68.1 (15.2)

.25

31

66.3 (11.9)

.49

PSQItotal

34 6.4 (4.2)

.0002* 34 7.9 (4.6)

.17

36

7.4 (4.1)

.44

31

8.4 (5.2)

.64

RDAS

34 46.8 (13.2)

.31

35 47.7 (12.3)

.39

36

44.5 (11.5)

.88

32

44.6 (1.3)

.86

PainUsual

34 3.1 (2.4)

.64

34 3.1 (2.8)

.04

36

2.4 (2.4)

.78

32

3.7 (2.6)

.43

PainBest

34 1.2 (1.8)

.67

34 1.6 (2.4)

.80

36

.9 (1.3)

.92

32

1.9 (2.2)

.36

PSS

33 15.6 (7.0)

.002*

35 15.1 (7.1)

.002*

35

16.0 (7.7)

.13

32

17.6 (7.1)

.48

BDI

33 9.3 (11.1)

.02

32 8.2 (1.0)

.002*

36

10.3 (1.3)

.68

32

10.8 (9.1)

.51

PCL-C

34 30.3 (15.1)

.09

34 28.7 (14.4)

.007*

35

29.1 (14.6)

.66

32

29.9 (12.0)

.65

SCStotal

33 91.1 (21.2)

.003*

32 87.5 (2.8)

.001*

33

88.0 (22.3)

.21

32

86.6 (2.4)

.22

RSES

31 65.2 (13.1)

.17

34 62.5 (2.9)

.104

34

62.1 (18.9)

.88

32

61.4 (16.6)

.40

MSPSStotal

34 65.0 (16.3)

.63

32 62.1 (22.9)

.33

34

67.9 (11.3)

.48

32

64.3 (14.3)

.22

PSQItotal

33 7.4 (4.5)

.01

34 7.3 (4.4)

.003*

34

7.9 (4.5)

.28

32

8.8 (4.4)

.24

RDAS

33 47.3 (12.3)

.19

33 47.8 (13.5)

.77

34

44.6 (1.7)

.64

32

44.2 (1.8)

.60

PainUsual

32 2.5 (2.6)

.20

34 2.7 (2.8)

.03

34

2.3 (2.2)

.73

32

3.7 (3.1)

.53

PainBest

32 1.2 (2.0)

.54

34 1.3 (2.0)

.09

34

1.4 (1.9)

.05

32

2.1 (2.2)

.29

16 Weeks (T3)

a

MR: Mission Reconnect.

b

PREP: Prevention and Relationship Enhancement Program.

c

PSS: Perceived Stress Scale-10 item.

d

BDI: Beck Depression Inventory.

e

PCL-C: PTSD Checklist-Civilian version.
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f

SCStotal: Self-Compassion Scale.

g

RSES: Response to Stressful Experiences Scale.

h

MSPSStotal: Multidimensional Scale of Perceived Social Support.

i

PSQItotal: Pittsburgh Sleep Quality Index.

j

RDAS: Revised Dyadic Adjustment Scale.

k

PainUsual: rating of usual pain level over the past week.

l

PainBest: rating of best pain level over the past week.
*P<.05 after adjustment for experimentwise error rate (true P values before adjustment displayed).

Massage Effects
We included partner massage as an important element of MR
both to give couples another way to communicate their care and
because our own prior studies found that brief massage by
family members significantly reduced troublesome symptoms
[23,34]. Both veterans and partners reported highly significant
reductions in all assessed symptoms of physical pain, tension,
irritability, anxiety or worry, and depression shortly after

receiving massage (Table 8), thus supporting hypothesis 4. In
addition, both veterans and partners reported significant
reductions in most premassage symptoms over the 8-week
period (Table 9). While the short-term improvements recorded
in the pre- and postmassage scores can reasonably be attributed
to massage effects, the premassage changes over time cannot.
They may be influenced, at least in part, by the MR program
use overall, but we did not directly test that.

Table 8. Massage session effects on veteran-partner dyads: changes in symptom ratings (Wilcoxon signed rank tests).
Symptoms

Sa

Before

After

mean (SD)

mean (SD)

P

Physical pain

3.6 (2.6)

2.1 (2.0)

26555

.0001*

Physical tension

4.2 (2.3)

1.9 (1.8)

40798.5

.0001*

On edge/irritable

3.8 (2.7)

1.6 (1.9)

34376

.0001*

Anxiety/worry

3.7 (2.8)

1.7 (2.1)

31278

.0001*

Depression

2.3 (2.7)

1.2 (1.9)

13169.5

.0001*

Physical pain

3.6 (2.6)

2.1 (2.1)

20518

.0001*

Physical tension

4.5 (2.5)

2.0 (1.9)

28796

.0001*

On edge/irritable

4.0 (2.7)

1.6 (1.9)

26398

.0001*

Anxiety/worry

4.1 (2.7)

1.9 (2.1)

23646.5

.0001*

Depression

2.3 (2.7)

1.4 (2.1)

6310.5

.0001*

value

Veterans (n=453)

Partners (n=371)

a

Signed rank statistic.
*P<.05 after adjustment for experimentwise error rate (true P values before adjustment displayed).
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Table 9. Changes in premassage symptom ratings over 8 weeks in veteran-partner dyads (Kendall tau-b results).
τ

Symptoms

P
value

Veterans (453 session reports)
Physical pain

–.003

.92

Physical tension

–.116

.001*

On edge/irritable

–.113

.002*

Anxiety/worry

–.122

.0005*

Depression

–.055

.13

Physical pain

–.019

.63

Physical tension

–.096

.01

On Edge/irritable

–.089

.02

Anxiety/worry

–.112

.004*

Depression

–.088

.03

Partners (371 session reports)

*P<.05 after adjustment for experimentwise error rate (true P values before adjustment displayed).

Power
In view of the encouraging phase I feasibility results [23], after
adding a margin of conservatism, we chose a moderately large
effect size, corresponding to a value of 0.7 for Cohen d. The
analysis of veterans’ within-group change (Table 3), assuming
n=40 per arm, and type I error probability alpha=.05, obtained
a power of 1–beta=99%. Between-group changes (Table 5,Table
6) yielded a power of 87%. Partners’ within-group changes
(Table 7), with n=32 per arm, obtained a power of 96%.
Massage session effects (Table 8) yielded a power >99% for
both veterans and partners.

User Satisfaction
On the final survey (T3) we asked MR participants how likely
they would be to recommend the program to a friend. On a 0–10
scale, veterans’ mean score was 8.7, and partners’ mean was
9.1, indicating high user satisfaction with the program.

Discussion
Key Findings
Our primary intention in designing MR was to offer veterans
and their partners a flexible form of instruction in simple ways
to improve their own well-being. The range of outcomes in
which users had significant improvement can be seen as
confirmation that MR teaches skills that improved their
well-being. The fact that improvements, including reduced
PTSD symptoms, and increased self-compassion, were sustained
at the 16-week follow-up is particularly promising.
Hypothesis 1 was generally supported by the findings that MR
participants had significant improvement on far more mental
health outcomes than did participants in other arms of the study.
The exceptions in this case were sleep quality (partners using
MR had more stable improvements than veterans), and lack of
movement in dyadic adjustment and perceived social support.
We speculate that the lack of change in relationship variables
http://www.jmir.org/2016/9/e255/
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may have been due to high baseline levels, which may have led
to the decision to participate, but this is conjecture and warrants
further study. Hypothesis 1 was not fully supported in that,
while the 2-sample t tests indicated significantly stronger
improvement among MR participants on many mental health
outcomes, only a portion of these remained following adjustment
for potential experimentwise error. The remaining hypotheses
were strongly supported.
It is notable that both veterans and partners in the MR arms
used this self-directed program for over 2 hours per week during
the initial 8 weeks, surpassing our hypothesized use, and
averaged well over an hour per week throughout the 16-week
data collection period. We suspect the control each user had
over which program elements to use and when contributed to
the high use level, underscoring the value of user preference in
long-term adherence to, and ensuing effectiveness of, self-care
approaches for this population.
Sustained use may also have been enhanced through the inherent
support and encouragement of compliance by coparticipation
with a significant relationship partner. We note, however, that
the majority of MR practices (except for massage) can be used
either alone or with others. This adds to the convenience for
young parents, allowing one partner to practice while the other
attends to their children.
In comparing the trial’s 4 arms, the contrast for both veterans
and partners is greatest between MR-only and waitlist control
arms, a predictable finding based on phase I results. The contrast
in outcomes for the MR-only versus PREP arms, especially at
8 weeks, is notable. While PREP has been found in multiple
studies to support significant improvement in variables related
to relationship dynamics and intimacy for couples, we chose
outcome measures to assess other dimensions of mental health.
We selected some MR components based on evidence of
health-promoting neurological and neurochemical effects;
potential easing of symptoms related to PTSD, stress, and
depression; and likelihood of enhancing self-compassion and
J Med Internet Res 2016 | vol. 18 | iss. 9 | e255 | p. 18
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forgiveness. We expected the physical exercises to amplify
energy, improve mood, and reduce susceptibility to the
fight-flight-freeze response. While PREP offers some content
aimed at relaxation, stress reduction, and forgiveness, it devotes
more time to relationship skills per se than does MR.
Thus, one interpretation of the outcomes is that MR performed
well at its goals and PREP does less well at the things MR is
designed to do. As to whether combining the programs adds
value, adding MR to PREP appears to amplify improvement in
self-compassion and response to stressful events. Adding PREP
did not enhance other results for MR-only.
The program showed strong benefit for both men and women
veterans and for their partners, although benefits were strongest
for veterans. Based on these findings, which included veterans
from all branches of service, and participants both on active
duty and retired or separated from service, it appears that the
program provides a safe, low-cost self-care intervention that
enhances overall well-being. A modified version could be useful
for single veterans.

Limitations
This study evaluated MR in a community-based sample with
no inclusion or exclusion criteria related to specific mental or
physical health parameters. Thus, the program’s impact in
clinically defined populations remains to be assessed. Other
limitations are that the follow-up period was limited to 16 weeks
and that the program was tested only with dyads, not single
veterans. In addition, all participants were required to attend an
in-person launch meeting, and it is possible that this excluded
potential applicants for whom such attendance was impossible
for reasons of time, geography, or something else. Finally, the
instructional program as tested did not include video closed
captioning or verbatim transcripts of the audio instruction, and
thus would not have accommodated users with hearing
limitations. These enhancements will be considered in future
upgrading.

Suggested Research
Four directions for future research on MR for veterans present
themselves. First is to test whether adherence and benefit are
still present at the 1-year mark or even further with a partnered
sample such as we used. Second is to offer MR, minus the
partner massage, to nonpartnered veterans to see whether lack
of a partner affects use or outcomes. Third, it is important to
follow this study with research on diagnostically defined

Kahn et al
samples (eg, high PTSD) to see what benefit might be provided
for a clinically based sample. Fourth, we also recommend that
health services research be done to determine how best to offer
MR. This study demonstrates that veteran-partner dyads can
learn a range of physical and contemplative self-care practices
on their own from a media program accessed via mobile app or
webstream, and that they can derive great benefit across several
dimensions of well-being. Still, it is possible that, especially
for a clinically based or nonpartnered sample, use of the program
would be enhanced by introduction through in-person group
instruction, for example, with 1 to 4 structured sessions. While
this would add cost to delivery of the program, it is possible
that added benefit could justify the cost. Related to this, one
could retest MR, forgoing the launch meetings and substituting
Web-based instruction in the provision of weekly report and
survey data.
In addition, we recognize that many nonveterans have PTSD,
physical pain, lack of self-compassion, etc. MR, as it now exists,
or with minor changes, could and should be tested with other
samples. This could include others who have experienced severe
trauma, such as refugees, youth and adults exposed to mass
shootings such as that in an Orlando, FL nightclub in 2016, as
well as people with chronic pain and more generalized anxiety.

Conclusions
This study adds to the growing literature on the power of brief,
repeated mind- and body-based practices to address physical,
psychological, and spiritual well-being [50-52]. The results
indicate that MR is a widely accessible, low-cost approach that
supports well-being and reduces multiple symptoms among
post-9/11 veterans and their partners. Both veterans and partners
were able to learn and make sustained use of a range of wellness
practices from a media-only source. While the launch meetings
offered 90 minutes of human contact, they offered no instruction
in any of the practices. These usage findings contrast with
others’ findings of high dropout rates for clinic-based programs
such as meditation instruction [53]. Home-based, self-directed
interventions may be of particular service to veterans who are
distant from, averse to, or prohibited by schedule from using
professional services. The partner relationship may enhance
sustained use of self-directed interventions for this population.
Finally, these data suggest MR to be superior to waitlist and
PREP for Strong Bonds in both within-group and between-group
assessments. Notably, this distinction appears to increase over
time.

Acknowledgments
This project was funded by National Institutes of Mental Health grant #R44MH088063 to Collinge and Associates, Inc.
The authors acknowledge the following, whose support helped make this project possible: Venerable Dhyani Ywahoo, Dr Julie
Henderson, and Dr Joanna Macy, each of whose work provided important inspiration for Mission Reconnect; Iraq and Afghanistan
Veterans of America for help with participant recruitment; Cross Current Communications of Portsmouth, NH, producers of the
Mission Reconnect videos; and InterVision Media of Eugene, OR for mobile app and website technical development.

Conflicts of Interest
The Mission Reconnect program is owned and distributed by Mission Reconnect LLC, which was founded by Drs Kahn and
Collinge to make this program widely available.

http://www.jmir.org/2016/9/e255/

XSL• FO
RenderX

J Med Internet Res 2016 | vol. 18 | iss. 9 | e255 | p. 19
(page number not for citation purposes)

JOURNAL OF MEDICAL INTERNET RESEARCH

Kahn et al

Multimedia Appendix 1
Video Introduction to Mission Reconnect.
[MP4 File (MP4 Video), 78MB-Multimedia Appendix 1]

Multimedia Appendix 2
Weekly report cards for Mission Reconnect participants (MR Only and MR+PREP) during weeks 1-8.
[PDF File (Adobe PDF File), 97KB-Multimedia Appendix 2]

Multimedia Appendix 3
Weekly report cards for non-Mission Reconnect participants (PREP+Waitlist) during weeks 1-8.
[PDF File (Adobe PDF File), 90KB-Multimedia Appendix 3]

Multimedia Appendix 4
CONSORT eHealth checklist.
[PDF File (Adobe PDF File), 7MB-Multimedia Appendix 4]

Multimedia Appendix 5
Table 2. Demographic Information.
[PDF File (Adobe PDF File), 28KB-Multimedia Appendix 5]

Multimedia Appendix 6
Mission Reconnect program utilization at weeks 2, 8, and 16.
[PNG File, 193KB-Multimedia Appendix 6]

Multimedia Appendix 7
Wellness strategies of non-Mission Reconnect participants (PREP + Waitlist).
[PNG File, 104KB-Multimedia Appendix 7]

References
1.
2.
3.

4.

5.

6.

7.

8.

Otis J, McGlinchey R, Vasterling J, Kerns R. Complicating factors associated with mild traumatic brain injury: impact on
pain and posttraumatic stress disorder treatment. J Clin Psychol Med Settings 2011;18(2):145-154. [Medline: 21626354]
Sharpless B, Barber J. A clinician's guide to PTSD treatments for returning veterans. Prof Psychol Res Pr 2011;42(1):8-15.
[Medline: 21475611]
Outcalt SD, Ang DC, Wu J, Sargent C, Yu Z, Bair MJ. Pain experience of Iraq and Afghanistan Veterans with comorbid
chronic pain and posttraumatic stress. J Rehabil Res Dev 2014;51(4):559-570 [FREE Full text] [doi:
10.1682/JRRD.2013.06.0134] [Medline: 25144169]
Ramchand R, Schell TL, Karney BR, Osilla KC, Burns RM, Caldarone LB. Disparate prevalence estimates of PTSD among
service members who served in Iraq and Afghanistan: possible explanations. J Trauma Stress 2010 Feb;23(1):59-68 [FREE
Full text] [doi: 10.1002/jts.20486] [Medline: 20135699]
Matthias MS, McGuire AB, Kukla M, Daggy J, Myers LJ, Bair MJ. A brief peer support intervention for veterans with
chronic musculoskeletal pain: a pilot study of feasibility and effectiveness. Pain Med 2015 Jan;16(1):81-87 [FREE Full
text] [doi: 10.1111/pme.12571] [Medline: 25312858]
Kerns RD, Otis J, Rosenberg R, Reid MC. Veterans' reports of pain and associations with ratings of health, health-risk
behaviors, affective distress, and use of the healthcare system. J Rehabil Res Dev 2003;40(5):371-379 [FREE Full text]
[Medline: 15080222]
Haskell SG, Ning Y, Krebs E, Goulet J, Mattocks K, Kerns R, et al. Prevalence of painful musculoskeletal conditions in
female and male veterans in 7 years after return from deployment in Operation Enduring Freedom/Operation Iraqi Freedom.
Clin J Pain 2012 Feb;28(2):163-167. [doi: 10.1097/AJP.0b013e318223d951] [Medline: 21677563]
Alschuler KN, Otis JD. An examination of the impact of clinically significant levels of posttraumatic stress disorder
symptomatology on the classification of pain as mild, moderate, or severe in a sample of veterans with chronic pain. Psychol
Serv 2014 Aug;11(3):273-280. [doi: 10.1037/a0036201] [Medline: 24635041]

http://www.jmir.org/2016/9/e255/

XSL• FO
RenderX

J Med Internet Res 2016 | vol. 18 | iss. 9 | e255 | p. 20
(page number not for citation purposes)

JOURNAL OF MEDICAL INTERNET RESEARCH
9.
10.

11.
12.

13.
14.

15.

16.

17.
18.
19.
20.
21.

22.

23.
24.
25.
26.
27.

28.
29.

30.
31.

Schuman D. A value-critical choice analysis of a policy to prevent suicide in veterans and service members. Soc Work
Public Health 2016:2-12. [Medline: 27254385]
Milliken CS, Auchterlonie JL, Hoge CW. Longitudinal assessment of mental health problems among active and reserve
component soldiers returning from the Iraq war. JAMA 2007 Nov 14;298(18):2141-2148. [doi: 10.1001/jama.298.18.2141]
[Medline: 18000197]
Tanielian T, Jaycox L. Invisible Wounds of War: Psychological and Cognitive Injuries, Their Consequences, and Services
to Assist Recovery. Santa Monica, CA: Rand Center for Military Health Policy Research; 2008.
Tanielian T. Bridging the Gaps in Treating Veterans With Post-Deployment Mental Health Problems.: Rand Corporation;
2011 Dec 5. URL: http://www.rand.org/commentary/2011/12/05/AH.html [accessed 2016-09-09] [WebCite Cache ID
6kOchCZKM]
Baker MS. Casualties of the Global War on Terror and their future impact on health care and society: a looming public
health crisis. Mil Med 2014 Apr;179(4):348-355. [doi: 10.7205/MILMED-D-13-00471] [Medline: 24690957]
Hourani L, Bender R, Weimer B, Peeler R, Bradshaw M, Lane M, et al. Longitudinal study of resilience and mental health
in Marines leaving military service. J Affect Disord 2012 Jul;139(2):154-165. [doi: 10.1016/j.jad.2012.01.008] [Medline:
22381952]
Department of Veterans Affairs Office of Research and Development, National Institute of Mental Health, United States
Army Medical Research and Materiel Command. Mapping the Landscape of Deployment Related Adjustment and Mental
Disorders: A Meeting Summary of a Working Group to Inform Research. 2006. URL: http://www.nimh.nih.gov/
research-priorities/scientific-meetings/2006/
mapping-the-landscape-of-deployment-related-adjustment-and-mental-disorders_34850.pdf [accessed 2016-09-14] [WebCite
Cache ID 6kWFK11W9]
The White House. Strengthening Our Military Families: Meeting America's Commitment. Presidential Study Directive/PSD-9.
2011 Jan. URL: http://archive.defense.gov/home/features/2011/0111_initiative/strengthening_our_military_january_2011.
pdf [accessed 2016-09-14] [WebCite Cache ID 6kWFOGrMG]
Allen ES, Rhoades GK, Stanley SM, Markman HJ. On the home front: stress for recently deployed Army couples. Fam
Process 2011 Jun;50(2):235-247 [FREE Full text] [doi: 10.1111/j.1545-5300.2011.01357.x] [Medline: 21564063]
de Burgh HT, White CJ, Fear NT, Iversen AC. The impact of deployment to Iraq or Afghanistan on partners and wives of
military personnel. Int Rev Psychiatry 2011 Apr;23(2):192-200. [doi: 10.3109/09540261.2011.560144] [Medline: 21521089]
McLeland KC, Sutton GW, Schumm WR. Marital satisfaction before and after deployments associated with the Global
War on Terror. Psychol Rep 2008 Dec;103(3):836-844. [doi: 10.2466/pr0.103.3.836-844] [Medline: 19320220]
Allen ES, Rhoades GK, Stanley SM, Loew B, Markman HJ. The effects of marriage education for army couples with a
history of infidelity. J Fam Psychol 2012 Feb;26(1):26-35 [FREE Full text] [doi: 10.1037/a0026742] [Medline: 22229880]
Beardslee W, Lester P, Klosinski L, Saltzman W, Woodward K, Nash W, et al. Family-centered preventive intervention
for military families: implications for implementation science. Prev Sci 2011 Dec;12(4):339-348 [FREE Full text] [doi:
10.1007/s11121-011-0234-5] [Medline: 21761154]
VA San Diego Healthcare System. From Warrior to Soul Mate Weekend Couples Retreats: Reclaim your Relationship
after Military Service. Washington, DC: US Department of Veterans Affairs; 2016 Jun 30. URL: http://www.sandiego.va.gov/
services/From_Warrior_to_Soul_Mate.asp [accessed 2016-09-09] [WebCite Cache ID 6kOfHv8Lq]
Collinge W, Kahn J, Soltysik R. Promoting reintegration of National Guard veterans and their partners using a self-directed
program of integrative therapies: a pilot study. Mil Med 2012 Dec;177(12):1477-1485 [FREE Full text] [Medline: 23397692]
Engel GL. The need for a new medical model: a challenge for biomedicine. Science 1977 Apr 8;196(4286):129-136.
[Medline: 847460]
Walker RL, Clark ME, Sanders SH. The “Postdeployment multi-symptom disorder”: an emerging syndrome in need of a
new treatment paradigm. Psychol Serv 2010;7(3):136-147. [doi: 10.1037/a0019684]
Hempel S, Taylor S, Marshall N, Miake-Lye I, Beroes J, Shanman R, et al. Evidence map of mindfulness. QUERI 2014
Oct:1-36. [Medline: 25577939]
Canadian Agency for Drugs and Technologies in Health. Mindfulness interventions for the treatment of post-traumatic
stress disorder, generalized anxiety Disor der, Depression, and substance use disorders: a review of the clinical effectiveness
and guidelines. CADTH Rapid Response Reports 2015 Jun:1-43. [Medline: 26180855]
Field T. Massage therapy research review. Complement Ther Clin Pract 2014 Nov;20(4):224-229. [doi:
10.1016/j.ctcp.2014.07.002] [Medline: 25172313]
Crawford C, Boyd C, Paat CF, Price A, Xenakis L, Yang E, Evidence for Massage Therapy (EMT) Working Group. The
impact of massage therapy on function in pain populations: a systematic review and meta-analysis of randomized controlled
trials: part I, patients experiencing pain in the general population. Pain Med 2016 May 10:pii. [doi: 10.1093/pm/pnw099]
[Medline: 27165971]
Fredrickson B. Cultivating positive emotions to optimize health and well-being. Prev Treatment 2000 Mar 07;3(1):1-25
[FREE Full text] [doi: 10.1037/1522-3736.3.1.31a]
Caputo A. The relationship between gratitude and loneliness: the potential benefits of gratitude for promoting social bonds.
Eur J Psychol 2015 May;11(2):323-334 [FREE Full text] [doi: 10.5964/ejop.v11i2.826] [Medline: 27247660]

http://www.jmir.org/2016/9/e255/

XSL• FO
RenderX

Kahn et al

J Med Internet Res 2016 | vol. 18 | iss. 9 | e255 | p. 21
(page number not for citation purposes)

JOURNAL OF MEDICAL INTERNET RESEARCH
32.

33.
34.

35.
36.

37.
38.
39.
40.
41.
42.

43.
44.
45.

46.
47.

48.
49.

50.

51.

52.

53.

Kahn et al

Tugade MM, Fredrickson BL. Resilient individuals use positive emotions to bounce back from negative emotional
experiences. J Pers Soc Psychol 2004 Feb;86(2):320-333 [FREE Full text] [doi: 10.1037/0022-3514.86.2.320] [Medline:
14769087]
Kozak L, Vig E, Simons C, Eugenio E, Collinge W, Chapko M. A feasibility study of caregiver-provided massage as
supportive care for Veterans with cancer. J Support Oncol 2013 Sep;11(3):133-143. [Medline: 24400393]
Collinge W, Kahn J, Walton T, Kozak L, Bauer-Wu S, Fletcher K, et al. Touch, Caring, and Cancer: randomized controlled
trial of a multimedia caregiver education program. Support Care Cancer 2013 May;21(5):1405-1414 [FREE Full text] [doi:
10.1007/s00520-012-1682-6] [Medline: 23262808]
Collinge W, Kahn J. Mission Reconnect. 2014. URL: https://missionreconnect.com/ [accessed 2016-09-09] [WebCite
Cache ID 6kOjcf4OZ]
Stanley SM, Allen ES, Markman HJ, Rhoades GK, Prentice DL. Decreasing divorce in army couples: results from a
randomized controlled trial using PREP for Strong Bonds. J Couple Relatsh Ther 2010 Apr;9(2):149-160 [FREE Full text]
[doi: 10.1080/15332691003694901] [Medline: 20634994]
Markman HJ, Stanley SM, Blumberg SL. Fighting for Your Marriage: A Deluxe Revised Edition of the Classic Best-Seller
for Enhancing Marriage and Preventing Divorce. San Francisco, CA: Jossey-Bass; 2010.
Iran and Afghanistan Veterans of America. Be Part of the Movement. New York, NY: IAVA URL: http://iava.org/ [accessed
2016-09-09] [WebCite Cache ID 6kOk7Vrad]
Dallal GE. Randomization.com. 2013 Mar 29. URL: http://www.randomization.com/ [accessed 2016-09-09] [WebCite
Cache ID 6kOkHwcDR]
Cohen S, Kamarck T, Mermelstein R. A global measure of perceived stress. J Health Soc Behav 1983 Dec;24(4):385-396.
[Medline: 6668417]
Beck A, Steer R. Beck Depression Inventory Manual. San Antonio, TX: Harcourt Brace; 1996:1-38.
Weathers F, Huska J, Keane T. PCL-C for DSM-IV. Boston, MA: National Center for PTSD Behavioral Science Division;
1991. URL: http://www.mirecc.va.gov/docs/visn6/3_PTSD_CheckList_and_Scoring.pdf [accessed 2016-03-23] [WebCite
Cache ID 6gE03udXx]
Neff K. The development and validation of a scale to measure self-compassion. Self Identity 2003;2:223-250.
Johnson DC, Polusny MA, Erbes CR, King D, King L, Litz BT, et al. Development and initial validation of the Response
to Stressful Experiences Scale. Mil Med 2011 Feb;176(2):161-169. [Medline: 21366078]
Zimet GD, Powell SS, Farley GK, Werkman S, Berkoff KA. Psychometric characteristics of the Multidimensional Scale
of Perceived Social Support. J Pers Assess 1990;55(3-4):610-617. [doi: 10.1080/00223891.1990.9674095] [Medline:
2280326]
Buysse DJ, Reynolds CF, Monk TH, Berman SR, Kupfer DJ. The Pittsburgh Sleep Quality Index: a new instrument for
psychiatric practice and research. Psychiatry Res 1989 May;28(2):193-213. [Medline: 2748771]
Busby DM, Christensen C, Crane DR, Larson JH. A revision of the Dyadic Adjustment Scale for use with distressed and
nondistressed couples: construct hierarchy and multidimensional scales. J Marital Fam Ther 1995;32(3):289-308. [doi:
10.1111/jmft.12095]
Yarnold P, Soltysik R. Optimal Data Analysis: A Guidebook with Software for Windows. Washington, DC: APA Books;
2004.
Eysenbach G, CONSORT- EHEALTH Group. CONSORT-EHEALTH: improving and standardizing evaluation reports
of Web-based and mobile health interventions. J Med Internet Res 2011;13(4):e126 [FREE Full text] [doi: 10.2196/jmir.1923]
[Medline: 22209829]
Fredrickson BL, Cohn MA, Coffey KA, Pek J, Finkel SM. Open hearts build lives: positive emotions, induced through
loving-kindness meditation, build consequential personal resources. J Pers Soc Psychol 2008 Nov;95(5):1045-1062 [FREE
Full text] [doi: 10.1037/a0013262] [Medline: 18954193]
Garland EL, Fredrickson B, Kring AM, Johnson DP, Meyer PS, Penn DL. Upward spirals of positive emotions counter
downward spirals of negativity: insights from the broaden-and-build theory and affective neuroscience on the treatment of
emotion dysfunctions and deficits in psychopathology. Clin Psychol Rev 2010 Nov;30(7):849-864 [FREE Full text] [doi:
10.1016/j.cpr.2010.03.002] [Medline: 20363063]
Seppälä EM, Nitschke JB, Tudorascu DL, Hayes A, Goldstein MR, Nguyen DTH, et al. Breathing-based meditation
decreases posttraumatic stress disorder symptoms in U.S. military veterans: a randomized controlled longitudinal study. J
Trauma Stress 2014 Aug;27(4):397-405 [FREE Full text] [doi: 10.1002/jts.21936] [Medline: 25158633]
Williams J, Gierisch J, McDuffie J, Strauss J, Nagi A. An Overview of Complementary and Alternative Medicine Therapies
for Anxiety and Depressive Disorders: Supplement to Efficacy of Complementary and Alternative Medicine Therapies for
Posttraumatic Stress Disorder. Evidence-based Synthesis Program. Washington, DC: Department of Veterans Affairs;
2011:1-23.

Abbreviations
BDI: Beck Depression Inventory
http://www.jmir.org/2016/9/e255/

XSL• FO
RenderX

J Med Internet Res 2016 | vol. 18 | iss. 9 | e255 | p. 22
(page number not for citation purposes)

JOURNAL OF MEDICAL INTERNET RESEARCH

Kahn et al

DoD: Department of Defense
MR: Mission Reconnect
MSPSStotal: Multidimensional Scale of Perceived Social Support
PainBest: rating of best pain level over the past week
PainUsual: rating of usual pain level over the past week
PCL-C: PTSD Checklist-Civilian version
PREP: Prevention and Relationship Enhancement Program
PSQItotal: Pittsburgh Sleep Quality Index
PSS: Perceived Stress Scale-10 item
PTSD: posttraumatic stress disorder
RDAS: Revised Dyadic Adjustment Scale
RSES: Response to Stressful Experiences Scale
SCStotal: Self-Compassion Scale
VA: US Department of Veterans Affairs
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